To explore associations between pre-eclampsia and later dementia, overall and by dementia subtype and timing of onset.
Introduction
Pre-eclampsia is characterised by new onset of hypertension and other signs of organ dysfunction arising during pregnancy. 1 Endothelial and vascular dysfunction play a notable role in the pathophysiology of this disorder, 2 3 and the vascular consequences of pre-eclampsia seem not to be confined to pregnancy: women with a history of pre-eclampsia have increased risks of later hypertension, cardiovascular disease, stroke, and diabetes. [4] [5] [6] [7] Given its vascular underpinnings, pre-eclampsia might therefore logically also be associated with an increased risk of dementia; recent research findings offer indirect support for this hypothesis. Pre-eclampsia has been associated with self reported impairment of cognitive function and white matter lesions confirmed by magnetic resonance imaging within a decade of an affected pregnancy, 8 9 as well as with impaired cognition and brain atrophy decades later. 10 Moreover, the pre-eclampsia susceptibility gene STOX1 is overexpressed in the brain in late onset Alzheimer's disease. 11 However, two cohort studies found limited evidence of an association between hypertensive disorders of pregnancy and later dementia, 12 13 and a case-control study found that hypertensive disorders of pregnancy might be associated with early but not late onset Alzheimer's disease. 14 On the other hand, all three studies were potentially underpowered to detect associations with an outcome occurring many decades after pregnancy. Furthermore, two of the studies were limited by their use of self reported information on complications of pregnancy and the attendant possibility of both recall bias and survival bias.
To overcome the limitations of the previous studies, we did a nationwide register based cohort study in more than 1.1 million women with pregnancies in
WhAT IS AlReAdy knoWn on ThIS TopIC
Women with a history of hypertensive disorders of pregnancy show signs of cognitive impairment and brain atrophy after an affected pregnancy, both in the short term and decades later The STOX1 gene, a variant of which increases susceptibility to pre-eclampsia, is overexpressed in late onset Alzheimer's disease Epidemiological studies have found limited evidence of a direct association between hypertensive disorders of pregnancy and dementia, but these studies had limitations
WhAT ThIS STudy AddS
Women with a history of pre-eclampsia had more than three times the risk of vascular dementia later in life compared with women with no history of preeclampsia
The association with vascular dementia seemed to be stronger for late onset disease (age ≥65 years) than for early onset disease (age <65 years) doi: 10.1136/bmj.k4109 | BMJ 2018;363:k4109 | the bmj Denmark in 1978-2015 and compared the risks of dementia between women with and without a history of pre-eclampsia, overall and by subtype and timing of onset of dementia.
Methods

Data sources
The Danish Civil Registration System registers all Danish residents by using unique personal identification numbers and updates information on demographics and vital status daily. 15 The Medical Birth Register contains information on all live births and stillbirths in Denmark since 1973, with gestational age at delivery recorded since 1978. 16 The National Patient Register contains information on all hospital discharge diagnoses assigned since 1977 and all outpatient diagnoses assigned since 1995, registered using ICD (international classification of diseases) codes. 17 The Causes of Death Register has recorded the causes (underlying and contributing) of all deaths in Denmark since 1970. 18 cohort Using the Civil Registration System, we constructed a cohort of all women in Denmark with at least one pregnancy lasting 20 weeks or longer and ending in live birth or stillbirth between 1978 and 2015 ( fig 1) . Women were followed from their first delivery or 1 January 1994 (when ICD-10 codes were introduced in Denmark, allowing registration of dementia subtypes), whichever came later, until the first of dementia, death, emigration, designated "missing" in the Civil Registration System, or 31 May 2017 (end of followup). Women who died or emigrated before 1994 were excluded from the cohort, as were women with a diagnosis of ischaemic heart disease, myocardial infarction, stroke, heart failure, or diabetes registered in the National Patient Register before their first birth in the period 1978-2015. Women with a diagnosis of dementia before the start of follow-up were also excluded from the cohort.
Pre-eclampsia (exposure)
We considered a woman to have pre-eclampsia in a given pregnancy if she was registered with preeclampsia, eclampsia, or the HELLP (haemolysis, elevated liver enzymes, and low platelets) syndrome in the National Patient Register (ICD-8 codes 637.03, 637.04, 637.09, 637. 19, 637.99, 762.19, 762.29, 762.39 ; ICD-10 codes O14.0-O15.9) after 20 weeks' gestation. We considered it unlikely that women with pre-eclampsia, the more severe forms in particular, would be registered with a diagnosis of pre-eclampsia early in pregnancy without also having confirmatory diagnoses registered around the time of delivery. Consequently, to be conservative and to improve the probability that women registered as having pre-eclampsia truly had pre-eclampsia, we also required that at least one diagnosis of preeclampsia be registered in the period from one month before delivery to seven days postpartum; we did not consider women whose only pre-eclampsia diagnoses were registered outside this period to have had pre-eclampsia. We treated history of pre-eclampsia as a time dependent variable, such that a woman could contribute person time in more than one exposure category during followup. However, once a woman had pre-eclampsia, she could not revert to the unexposed category; we assigned all subsequent person time to the "history of pre-eclampsia" category, even if she later had normotensive pregnancies.
In sub-analyses, we further categorised preeclampsia on the basis of gestational age at delivery, a proxy for timing of onset and severity of pre-eclampsia. We defined preterm pre-eclampsia as pre-eclampsia with delivery before 37 weeks' gestation and term preeclampsia as pre-eclampsia with delivery at or after 37 weeks' gestation. Also considered a time dependent history variable, at any given time we classified a women according to the earliest onset of pre-eclampsia she had had to date (if any).
Dementia (outcome)
We defined dementia as registration of any dementia code (ICD-10 codes F00.0-F02.0, F03.9, G30.0, G30.1, G30.8, G30.9) in the National Patient Register during follow-up. We further classified dementia as Alzheimer's disease (ICD-10 codes F00.0-F00.9, G30.0, G30.1, G30.8, G30.9), vascular dementia (ICD-10 codes F01.0-F01.9), and other/unspecified dementia (ICD-10 codes F02.0, F03.9). (We also used the ICD-8 codes 290.00, 290.10, 290.11, 290.19, and 299.99 to exclude women diagnosed as having dementia before the start of follow-up.)
covariates
We considered parity (number of live births and/or stillbirths: one, two, and three or more), maternal birth year (five year intervals), region in which the child was delivered (a surrogate for socioeconomic status; table 1) and maternal age as a priori confounders. We treated all but birth year as time dependent variables.
We also investigated the influence of development of cardiovascular disease, stroke, chronic kidney disease, diabetes, and hypertension during follow-up. We identified women who developed these conditions during the follow-up period by using the National Patient Register and the Causes of Death Register, based on the following ICD-10 codes: myocardial infarction, I21.0-I23.9; ischaemic heart disease, I20.0-I20.9, I24.0-I24.9, or I25.0-I25.9; heart failure, I50.0-I50.9; stroke, I63.0-I63.9; chronic kidney disease, I12.0-I13.9, N18.0-N18.9 (and ICD-8 codes 400.39, 403.99, 404.99); diabetes, E10.0-E14.9. (We also used the following ICD-8 codes to exclude women diagnosed as having cardiovascular disease or diabetes before their first delivery: myocardial infarction, 410. xx; ischaemic heart disease, 411.xx-414.xx, 420.xx-429.xx; stroke, 433.xx, 436.xx; heart failure, 427.09-427. 19, 427.99, 428.99, 782.49 ; diabetes, 249.00-250.09). We identified post-pregnancy hypertension on the basis of the filling of two prescriptions for antihypertensive drugs (Anatomic Therapeutic Chemical codes C02-03, C07-09 registered in the National Prescription Register) within a six month period. When defining hypertension, we ignored antihypertensive drug use that was potentially related to treatment of hypertensive disorders of pregnancy (use from 20 weeks before delivery to three months postpartum). We treated all comorbidities as time dependent variables.
statistical analysis
We used Cox regression with age as the underlying time to estimate hazard ratios for dementia comparing women with and without a history of pre-eclampsia. We used competing risk methods when analysing associations with dementia subtypes. 19 We checked the proportional hazards assumption by plotting cumulative Martingale residuals against age. 20 We evaluated potential mediation by cardiovascular disease, stroke, chronic kidney disease, diabetes, and hypertension in an approximate way by adjusting for these variables. We used SAS statistical software, version 9.4 for all analyses.
sensitivity analyses
We could not exclude women with pre-pregnancy hypertension from our main analyses, because registration of hypertension diagnoses in the National Patient Register is incomplete and information on antihypertensive drug use first became available in 1994. However, we did sensitivity analyses in which we excluded from the cohort women using antihypertensive drugs in 1994 (the year registration of filled prescriptions began) or before their first pregnancy, if this occurred in 1995 or later. Follow-up for these analyses began in 1995.
As pre-eclampsia accompanied by fetal growth restriction can be a sign of a particularly severe vascular phenotype, we did additional analyses stratified according to whether or not a pregnancy resulted in delivery of a small for gestational age infant (a proxy for fetal growth restriction). We defined small for gestational age as infant birth weight under the 10th centile for all babies of the same sex and birth cohort (five year intervals) born in the same gestational week.
We had incomplete information on obesity (body mass index ≥30) and therefore could not adjust for this potential confounder. To determine whether obesity might explain the observed associations for vascular dementia and Alzheimer's disease, we did sensitivity analyses assuming several obesity prevalences in women with a history of pre-eclampsia and a range of magnitudes for the association between obesity and dementia, using the array approach for testing the effect of an unmeasured or incompletely measured confounder. 21 
Patient involvement
No patients were involved in setting the research question or the outcome measures, nor were they involved in the design or implementation of the study. No patients were asked to advise on interpretation or writing up of results. There are no plans to disseminate the results of the research to study participants.
Results
We followed 1 178 005 women, including 58 410 with a history of pre-eclampsia, for 20 352 695 person years, with a median follow-up time of 21.1 (interquartile range 11.3-23.4) years per women. Table 1 shows the Women with a history of pre-eclampsia had a 53% increase in risk of dementia overall, compared with women with no history of pre-eclampsia (incidence rate for women with a history of pre-eclampsia: 11.6 per 100 000 person years; incidence rate for women with no history of pre-eclampsia: 8.33 per 100 000 person years; hazard ratio 1.53, 95% confidence interval 1.26 to 1.85). Adjustment for preterm delivery or maternal age at first birth did not meaningfully change the magnitude of the association (adjustment for preterm delivery: hazard ratio 1.48, 1.22 to 1.79; adjustment for maternal age: 1.54, 1.27 to 1.87). A history of pre-eclampsia seemed to be more strongly associated with late onset dementia (age ≥65 years) than with early onset dementia (age <65 years) (P for age interaction=0.05; table 2). A history of recurrent pre-eclampsia was even more strongly associated with dementia than was a history of pre-eclampsia in a single pregnancy (pre-eclampsia in one pregnancy: hazard ratio 1.44, 1.17 to 1.76; pre-eclampsia in two or more pregnancies: 2.84, 1.67 to 4.81; P=0.02). The amount of time elapsed since a woman's most recent delivery did not affect the strength of the association (<20 years: hazard ratio 1.21, 0.81 to 1.81; ≥20 years: 1.66, 1.34 to 2.06; P=0.18). Magnitudes of association were similar for preterm pre-eclampsia (hazard ratio 1.58, 0.95 to 2.62) and term pre-eclampsia (1.54, 1.24 to 1.92) (P for difference=0.94).
Women with a history of pre-eclampsia had a more than threefold increased risk of vascular dementia (incidence rate for women with a history of preeclampsia: 1.44 per 100 000 person years; incidence rate for women with no history of pre-eclampsia: 0.47 per 100 000 person years; fig 2 and table 2) . In contrast, previous pre-eclampsia was associated with only a 45% increase in the risk of Alzheimer's disease (incidence rate for women with a history of preeclampsia: 5.56 per 100 000 person years; incidence rate for women with no history of pre-eclampsia: 3.28 per 100 000 person years; P for difference=0.01; fig 2  and table 2) and a 40% increase in the risk of other/ unspecified dementia (incidence rate for women with a history of pre-eclampsia: 6.07 per 100 000 person years; incidence rate for women with no history of pre-eclampsia: 4.58 per 100 000 person years; fig 2 and table 2). Stratification by age suggested that a history of pre-eclampsia might be particularly strongly associated with the risk of late onset vascular dementia (hazard ratio 6.53, 2.82 to 15.1) (fig 2; table 2 ). We found little evidence of interaction between preeclampsia and age at onset of dementia for either Alzheimer's disease or other/unspecified dementia (fig 2; table 2) .
Adjustment for cardiovascular disease, stroke, hypertension, chronic kidney disease, and diabetes developing during follow-up attenuated the results somewhat, particularly for vascular dementia. However, the associations remained strong and statistically significant (table 2; supplementary table A) .
sensitivity analyses
The results of sensitivity analyses on the sub-cohort from which we excluded women using antihypertensive drugs before the start of follow-up in 1995 did not differ from the results obtained in the full cohort (footnote to supplementary table A).
As dementia diagnoses are refined as the disease progresses, we did supplemental analyses based on the last dementia diagnosis a woman received during the study period. Although magnitudes of estimates for vascular dementia decreased somewhat, the strong association between pre-eclampsia and vascular dementia, particularly late onset vascular dementia, persisted (supplementary table B). Hazard ratios for Alzheimer's disease increased somewhat, showing a possible strong association between pre-eclampsia and late onset Alzheimer's disease, although the magnitudes of estimates for early and late onset Alzheimer's disease were not statistically significantly different (P=0.06; supplementary table B). Associations for other/unspecified dementia remained unchanged.
Analyses stratified by small for gestational age birth suggested that, compared with women with neither pre-eclampsia nor small for gestational age births, a history of pre-eclampsia with small for gestational age birth was associated with seven times the risk of vascular dementia (hazard ratio 7.33, 2.66 to 20.2), whereas pre-eclampsia without small for gestational age birth was associated with three times the risk (3.51, 1.80 to 6.84). We did not see similar differences for Alzheimer's disease (pre-eclampsia with small for gestational age birth: hazard ratio 0.86, 0.36 to 2.07; pre-eclampsia without small for gestational age birth: 1.59, 1.18 to 2.16) or other/unspecified dementia (pre-eclampsia with small for gestational age birth: 1.06, 0.40 to 2.83; pre-eclampsia without small for gestational age birth: 1.48, 1.03 to 2.13).
Sensitivity analyses suggested that body mass index was unlikely to be a strong enough confounder to explain the associations observed between preeclampsia and either dementia overall or vascular dementia (supplementary table C). Even if 30% of women with a history of pre-eclampsia had a body mass index of 30.0 or higher and such a body mass index was associated with twice the risk of dementia observed in non-obese women (a stronger association than reported in the literature), the observed hazard ratio of 1.53 for overall dementia would have been biased by only 17.5%, leading to an adjusted estimate of 1.30, 1.07 to 1.57. Similarly, assuming a 30% prevalence of obesity among women with a history of pre-eclampsia and a relative risk of two or even three for the association between obesity and vascular dementia, the observed hazard ratio of 3.46 would have been biased by 16% to 29%, leading to adjusted estimates of 2.98, 1.70 to 16.1, and 2.68, 1.53 to 29.0, respectively. In contrast, confounding by obesity might conceivably account for some or most of the observed association between pre-eclampsia and Alzheimer's disease (supplementary table C).
discussion
In a cohort of more than a million women, a history of pre-eclampsia was associated with a modest (53%) increase in the overall risk of dementia. Subtype specific associations were also modest for Alzheimer's disease and other/unspecified dementia but very strong for vascular dementia (threefold increase in risk) and late onset vascular dementia in particular (sixfold increase in risk).
strengths and limitations of study
Our long study period and large cohort provided for long follow-up periods and allowed us to accrue a large number of outcomes, resulting in statistical power to examine the association between pre-eclampsia and subtypes of dementia, which has not previously been possible. Including all women in Denmark with pregnancies during the study period also minimised the possibility of selection bias. Moreover, use of prospectively collected register data eliminated the possibility of recall bias.
The study's potential limitations hinge on the validity and completeness of the register data on which the results are based. Although registration of pre-eclampsia diagnoses in the National Patient Register is incomplete (sensitivity 69%), the validity of registered diagnoses is excellent (specificity >99%); the positive predictive value of a registered diagnosis is 74% overall and 100% for severe pre-eclampsia. 22 The impact of misclassification of pre-eclampsia diagnoses on the observed associations is therefore likely to be negligible. Not all dementia is diagnosed, and Hazard ratios with 95% cis compare risks of vascular dementia, alzheimer's disease, and other/unspecified dementia in women with history of pre-eclampsia and women with no history of pre-eclampsia, overall and separately for women <65 and ≥65 years of age. all hazard ratios are adjusted for birth year (5 year intervals), parity (1, 2, ≥3 live births and/or stillbirths), and region of most recent delivery (potential confounders); age was underlying time scale in cox model. Potential mediators additionally adjusted for were cardiovascular disease, stroke, hypertension, chronic kidney disease, and diabetes doi: 10.1136/bmj.k4109 | BMJ 2018;363:k4109 | the bmj registration of diagnosed dementia is probably also incomplete, as general practitioners, who often handle milder cases of dementia, do not report to the National Patient Register. 23 However, a study of dementia diagnoses registered in Danish hospital registers in 2003 found that 88% of people with a registered diagnosis of dementia did in fact have dementia according to their medical records. 24 Registered diagnoses of Alzheimer's disease, vascular dementia, and other/unspecified dementia agreed with the diagnosis noted in the medical record for 97%, 96%, and 81% of patients, respectively. 24 Furthermore, whether dementia in our study population was diagnosed or registered would not have depended on history of pre-eclampsia. Incomplete registration of mild dementia might have affected the generalisability of our results, but only if the association with preeclampsia differs by severity of dementia.
Almost 55% of the dementia in our cohort was registered as other/unspecified dementia, reflecting both the clinical challenges involved in diagnosing and subtyping dementia and the fact that a substantial proportion of patients have "mixed" forms of dementia, making them difficult to classify. 23 The observed hazard ratios suggest that our other/unspecified dementia group did not have a preponderance of characteristics of vascular dementia, as effect magnitudes more closely resembled those estimated for Alzheimer's disease than for vascular dementia.
As might be expected for a pregnancy cohort, but unusually for a cohort being followed for dementia, the women in our study were still relatively young at the end of follow-up (90% were <65 years of age). Consequently, only 0.1% of women were diagnosed as having dementia during follow-up, and the rates of dementia observed were much lower than one would expect had the study included older women. 25 However, the observed rates of dementia compare favourably with incidences reported in studies of early onset dementia (incidence among people 45-64 years of age, 2.4-11.9 per 100 000 26 ). Our cohort was also very ethnically homogeneous, being comprised predominantly of women of Scandinavian descent, which might limit its generalisability to other populations.
We did not have complete information on smoking, socioeconomic status, and body mass index, so we could not directly evaluate their impact on our results. However, as smoking is negatively associated with preeclampsia, confounding by smoking cannot explain the observed associations between pre-eclampsia and dementia. Moreover, although the association between education and dementia is well known, confounding by educational level and associated socioeconomic status is most likely small given Denmark's free, universal healthcare and educational systems. Sensitivity analyses suggested that confounding by obesity was unlikely to explain the observed associations for vascular dementia; in contrast, obesity could conceivably explain a considerable part of the association between pre-eclampsia and Alzheimer's disease. Beyond these three variables of particular interest, we also cannot rule out the possibility of residual confounding by other unmeasured covariates.
Possible explanations for findings
Pregnancy is often characterised as a stress test with implications for a woman's future risk of cardiovascular and microvascular disease. Pre-eclampsia (a "failed" stress test) is associated with a range of later vascular conditions, [4] [5] [6] [7] making links with dementia plausible as well. Two previous epidemiological studies found support for a link between preeclampsia and Alzheimer's disease, 14 27 and a third suggested the possibility of an association with vascular dementia. 13 Other epidemiological studies found little evidence of an association, 12 possibly owing to a lack of statistical power. However, a link between pre-eclampsia and dementia is biologically plausible. Vascular (endothelial) dysfunction and heightened inflammatory responses are implicated in the pathophysiology of pre-eclampsia, 27 and they are also thought to play a role in the pathophysiology of dementia, particularly vascular dementia, 28 with large vessel atherosclerosis, small vessel arteriosclerosis, and angiopathy eventually leading to ischaemic lesions, cerebrovascular infarcts, and cognitive decline. Neuroimaging studies have shown that women with previous pre-eclampsia have more white matter lesions than do women whose pregnancies were normotensive 10 ; white matter lesions have been linked with cognitive decline and dementia. 29 30 Furthermore, a history of pre-eclampsia has recently been shown to be associated with an increased risk of cognitive impairment, with previously pre-eclamptic women showing cognitive changes typical of those observed in vascular dementia. 31 Genetic expression studies have also led to speculation that the so-called pre-eclampsia susceptibility gene STOX1, which is expressed in both placenta and brain, might play a role in Alzheimer's disease. In particular, van Dijk and colleagues showed that a specific STOX1 isoform was overexpressed in late onset Alzheimer's disease and controlled a pathway involved in the processing of amyloid-β protein precursor. 11 Our finding that pre-eclampsia was strongly associated with vascular dementia adds convincing epidemiological evidence to suggest that the two conditions may share underlying mechanisms or susceptibility pathways. In contrast, we found little evidence to support an association between pre-eclampsia and Alzheimer's disease, particularly after accounting for the potential effect of obesity.
Hypertension, cardiovascular disease, stroke, and diabetes are shared risk factors for both pre-eclampsia and dementia. Adjustment for these common risk factors decreased the magnitude of the estimates somewhat, indicating that some of the associations between pre-eclampsia and dementia may be mediated by vascular risk factors and comorbidities. Nevertheless, meaningful-and strong, in the case of vascular dementia-associations persisted after adjustment for these comorbidities, suggesting that the pathway between pre-eclampsia and dementia may also involve additional mechanisms beyond those linking pre-eclampsia, cardiovascular disease, stroke, hypertension, and diabetes.
conclusions and implications
As lifespans worldwide continue to increase, cases of dementia are expected to triple by 2050, 32 adding to the burgeoning costs of caring for ageing populations. Countering this development will require strategies for early identification of people at risk of dementia and interventions to delay or prevent the onset of disease. Our findings suggest that asking about a history of preeclampsia could help physicians to identify a group of women who might benefit from early attention to modifiable vascular risk factors for dementia, such as concerted efforts to reduce blood pressure and blood cholesterol concentrations. Our findings also support a common underlying mechanism for pre-eclampsia and vascular dementia, suggesting an avenue for future studies of candidate biological pathways and targets for intervention.
Contributors: SB conceived and designed the study, acquired and analysed the data, interpreted the study findings, and drafted the manuscript. JW designed the study, advised on selection and implementation of analytical methods, interpreted the study findings, and critically reviewed the manuscript. HAB designed the study, supervised and directed the conduct of the study, interpreted the study findings, and critically revised the manuscript. All authors had full access to all of the data in the study and can take responsibility for the integrity of the data and the accuracy of the data analysis. The corresponding author attests that all listed authors meet authorship criteria and that no others meeting the criteria have been omitted. HAB is the guarantor.
Funding: This work was supported by the Danish Council for Independent Research (DFF-4092-00213). The Danish Council for Independent Research had no role in the design and conduct of the study; collection, management, analysis, and interpretation of the data; preparation, review, or approval of the manuscript; or the decision to submit the manuscript for publication. The researchers acted independently from the study sponsor in all aspects of this study.
Competing interests: All authors have completed the ICMJE uniform disclosure form at www.icmje.org/coi_disclosure.pdf (available on request from the corresponding author) and declare: SB was supported by a grant from the Danish Council for Independent Research; no financial relationships with any organisations that might have an interest in the submitted work in the previous three years; no other relationships or activities that could appear to have influenced the submitted work.
Ethical approval: Studies based solely on data from the Danish national registers do not need approval from the Danish research bioethics committees, as study participants are never contacted, and consent is not required for the use of register information. The study's use of register data was covered by the approval extended by the Danish Data Protection Agency to all register based studies conducted by Statens Serum Institut (approval No 2015-57-0102).
Data sharing:
This study is based on Danish national register data. These data do not belong to the authors but to the Danish Ministry of Health, and the authors are not permitted to share them, except in aggregate (as, for example, in a publication). However, interested parties can obtain the data on which the study was based by submitting a research protocol to the Danish Data Protection Agency (Datatilsynet) and then, once permission has been received, applying to the Ministry of Health's Research Service (Forskerservice) at forskerservice@ssi.dk.
Transparency: The guarantor affirms that the manuscript is an honest, accurate, and transparent account of the study being reported; that no important aspects of the study have been omitted; and that any discrepancies from the study as planned (and, if relevant, registered) have been explained. This is an Open Access article distributed in accordance with the Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which permits others to distribute, remix, adapt, build upon this work non-commercially, and license their derivative works on different terms, provided the original work is properly cited and the use is noncommercial. See: http://creativecommons.org/licenses/by-nc/4.0/.
